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operation from the gall-bladder, the duodenal ulcer, and the inflamed
appendix.
(6)—Prognosis
It is unquestionable that patients may live for years in tolerably good
health with a chronic inflammation in the wall of the gall-bladder pro-
vided they take care to avoid heavy and fatty foods and large meals.
When gall-stones are present symptoms may remain in abeyance for
years at a time. Sooner or later, however, some complication is liable
to supervene. This may be obstructive cholecystitis, the lodgment of
a stone in the common duct, a sudden acute pancreatitis, the develop-
ment of chronic toxic manifestations, or the onset of malignant disease
of the gall-bladder. The liability to these complications makes it desir-
able in younger subjects to institute active surgical treatment, whereas
in older patients palliative measures may be deemed advisable.
The surgical treatment now recommended is the extirpation of the
gall-bladder along with any stone within it. Cholecystectomy has, in
practised hands, a mortality of 2 per cent. The outlook is extremely
good provided no stone has been left behind in the common bile-duct.
Recurrence of symptoms should suggest that some other unrecognized
lesion in the stomach, duodenum, pancreas, or common bile-duct was
present and was not dealt with.
(7)—Post-Operative Treatment
After cholecystectomy the patient should, for a number of months,
live on a diet from which cooked fats are largely eliminated, otherwise
a varied diet may be allowed. A saline aperient should be taken every
morning and physical exercise, including games, should be encouraged
after the first six months.
5-CARCINOMA OF GALL-BLADDER
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Incidence 549.] Malignant disease of the gall-bladder is not uncommon. In 1,100
operations on the biliary passages I have met with it in forty cases. In
over 90 per cent of these there had been antecedent cholecystitis with gall-
stones; it may thus be regarded as a late complication of cholelithiasis.
The disease may start in any part of the gall-bladder—fundus, body, or
infundibulum—and may be either a soft polypoidal growth or, more
commonly, a hard infiltrating scirrhous carcinoma (see Fig. 120). It
spreads by way of the lymphatics and at a comparatively early stage
involves the adjacent liver by direct extension, the cystic lymphatic
gland and thence the glands along the common duct and those in the
portal fissure. When the disease begins in the neck of the gall-bladder
it may occlude the lumen of the cystic duct and cause a mucocele of the
organ. The patient, who gives a previous history suggesting gall-stones,
then complains of a constant aching pain under the right costal margin,

